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Abstract 
The purpose of this study is to analyze the community-based screening process 
that is currently used by the National Children's Vision Foundation (NCVF) and compare 
it to other existing screening programs. Retrospective data describing the results of the 
community-based school vision screening was collected from an on site-visit, interview, 
and e-mail correspondence with the NCVF screening coordinator. The screening battery 
used is a modified NYSOA. Because it is just a modified NYSOA, its efficacy in 
detecting significant refractive and binocular vision conditions should be the same as the 
NYSOA. An important aspect of this particular screening was found to be the follow up 
process, which included surveys that were to be completed by teachers and eye care 
professionals post screening. The teacher follow-up was found to be 78%. From this we 
know that 35.7% of the children referred received glasses and or vision therapy. The 
NCVF screening is potentially very effective and valid and further study of its validity 
would be beneficial in further improving the vision screening process and delineating 
which screening protocols are most effective in terms of accuracy, cost, and effect upon 
school performance. 
We wish to acknowledge tbe National Children's Vision Foundation and JuIie 
Bibler for contributing the time and effort to make this project possible. In addition, we 
would like to thank Wid Bleything, O.D. for his vaIuable input. 
Introduction 
A screening is defined as the application of simple and inexpensive tests to search 
for significant health disorders in a population, however, they are not diagnostic and 
those who test positive must be referred for a diagnostic evaluation to c o ~ m  the 
presence or absence of disease. So, why do vision screenings? Perhaps Bailey states the 
most important reason: "Undetected and untreated eye and vision problems in school-age 
children can interfere with the learning process." ' Schmidt writes that, "the goal of 
vision screening, then, is to identify children who need professional attention so they can 
benefit from early intervention or to monitor conditions for later 
Vision is a fundamental factor in the learning process. In identifying learning 
related vision problems the three areas of visual function that need to be evaluated are 
visual pathway integrity, visual efficiency, and vision information processing. The first 
includes eye health, visual acuity, and refractive status. The second eye movements, 
binocularity (eye teaming and fusion) and accommodation. The last includes 
identification and discrimination, spatial awareness, and integration with other  sense^.^ 
Vision conditions that can have an effect on visual function especially as related to school 
performance include hyperopia, astigmatism, myopia, convergence excess, convergence 
insufficiency, accommodative infacility, accommodative insufficiency, strabismus and 
poor occulomotor skills. Krumholtz, in a study to assess the predictive ability of vision 
screening on school performance, found that eye movement testing and hyperopia 
assessment showed significant correlation with citywide achievement test  score^.^ He 
also wrote that "early detection and remediation increased the potential for more effective 
learning." 
The prevalence of ocular disease and vision conditions in the pediatric population 
is such that the use of vision screenings for this group would be beneficial. See Table 1. 
The data from this study represents a clinical population and may not reflect the 
prevalence of these conditions in kids randomly pulled off the street. These vision 
problems are not readily recognizable to the general public and so those who are affected 
may seem to be asymptomatic. Moreover, these conditions are treatable! Screenings to 
identify and provide guidance as to the type of care needed for those at risk is important. 
Hence, for all the above reasons, a screening for vision disorders is justifiable. 
Table 1: Prevalence of Vision and Ocular Disease Conditions in 
a pediatric population of 6 to 18 year olds (Scheiman, Galloway, 
et al)' 
Condition Percentage 
1. hyperopia 23% 
2. astigmatism 22.5% 
3. myopia 20.2% 
4. convergence excess 8.2% 
5. amblyopia 6.8% 
6. accommodative disorders 6.5% 
7. esotropia 5.3% 
8. convergence insufficiency 5.3% 
9. exotropia 4.2% 
10. ocular disease conditions 3.5% 
Screening Effectiveness 
Since the need for vision screening has been established, the effectiveness of the 
screening is to be considered next. To evaluate the quality of a screening (accuracy, 
effectiveness, and efficiency), one must examine the screening in terms of its reliability 
and ~ a l i d i t y . ~  Reliability is a measure of the screenings repeatability. The validity of a 
screening is usually measured in terms of sensitivity and specificity. The sensitivity of a 
screening is its ability to correctly identify those with a disease, termed truepositives. 
The speczficity is its ability to correctly identify those without the disease, termed true 
negatives. Ideally, a screening would correctly refer only those with the condition(s) 
sought. In practice, this is never achieved; there will also be those who the screening 
fails to identify, false negatives, and those the screening refers out who do not have the 
condition, termed false positives. In addition, the prevalence of the disease will affect 
these values. "That is, when the prevalence is low even a highly specific test will give a 
relatively large number of false positives."' Thus, a screening must balance the referral 
criteria so that both over-referrals and under-referrals are minimized. (See Fig 1) 
Figure 1 Table to evaluate the validity of a screening program (Mozlin R)' 
Sensitivity= A/A+C PPV= A/A+B (positive predictive value) 
Specificity= D/B+D NPV= D/C+D (negative predictive value) 
Prevalence= A+C/A+B+C+D 
The process of successfully identifying children needing care is only one element 
of a successful screening program. In Table 2, Wilson and Junger summarize what 
constitutes an effective screening program. One factor not listed in their guidelines but of 
great importance to consider, is the follow-up of screening failures. The extent to which 
most school-based screenings go is to notify parents their child was needs additional care. 
Without additional follow-up, a screening cannot be deemed effective because there is no 
way to ensure that the identified child received the care he or she needed. 
Table 2: Ten guidelines for an effective screening program (Wilson & 
~ u n ~ e r ) ~  
1. The condition sought should be an important health problem 
2. There should be an accepted treatment for the disease 
3. Facilities for diagnosis and treatment should be available 
4. There should be a recognizable latent or early symptomatic stage 
5. There should be a suitable test or examination 
6. The test should be acceptable to the population 
7. The natural history of condition should be adequately understood 
8. There should be an agreed policy on whom to treat as patients 
9. The cost of case-finding should be economically balanced in relation to 
possible expenditures on medical care as a whole 
10. Case-finding should be a continuing process and not a "once and for all" 
project 
For an effective screening, it is also important that appropriately trained and 
educated individuals perform the vision screening. Zaba, Mozlin, and Reynolds'' found 
that vision screenings done by pediatricians and family physicians on children prior to 
entering school for the first time failed to identify and refer all those with vision 
problems. Their study found that in some pediatric practices vision screenings were not 
even done on all their patients, even after receiving training in vision screening. The 
other problem cited was lack of follow-up care and compliance by parents for those who 
tested positive. This was due to poor communication with parents, thus delaying 
comprehensive evaluation by an eye care professional. This again illustrates the 
importance of adequate follow up as part of an effective screening program. 
Ultimately it is the parents' responsibility to provide all of the necessary medical 
care for their children. This in itself presents a problem, as most parents are not trained 
to recognize medical problems. Most parents will recognize the basic, common 
childhood problems such as chicken pox, the flu, a broken arm, but when faced with the 
task of identifying common vision problems such as hyperopia, anisometropia and non- 
strabismic vision disorders, parents are at a loss. Most children will not complain of 
vision problems and if the parents are unaware, then no care will be sought out and the 
problem will remain undetected. It is up to vision care specialists to help educate the 
public on the need for vision care, and in turn, to implement effective screening 
processes. 
The education of parents, teachers, and the public about the relationship between 
vision and learning will enhance the success of vision screening. This enables them to 
understand the importance of follow up care and to get children the help they need to 
succeed academically and in life. Since vision care professionals cannot donate all of 
their time to providing screenings, it would be ideal for them to develop a screening 
process that incorporates volunteers. Trained volunteers and increased public awareness 
will help eye care professionals provide better vision care for our children. 
Screening Protocols 
According to Schmidt, "no uniform procedure is in use across the country and 
there is no general agreement as to what aspects of vision should be included in a 
screening battery or what reference criteria should be.''2 Many vision-screening 
programs exist, including the Modified Clinical Technique that was "normed" by the 
Orinda Study". The New York State Optometric Association (NYSOA) battery is another 
commonly used, validated screening1'. The best screenings are easy to administer, short, 
accurate, cost effective, and get help to those identified as needing attention. Most 
screenings include tests of visual acuity, eye movement and muscle balance, fusion, color 
and disease. 
The National Children's Vision Foundation 
The National Children's Vision Foundation (NCVF) is a non-profit organization 
based in Bend, Oregon. The NCVF helps to identify vision problems in children by 
providing vision screenings in both public and private schools and in juvenile detention 
centers as well. The NCVF also coordinates financial aid programs and provides some 
financial aid to children in need of care.13'14 
The NCVF utilizes a modified version of the New York State Optometric 
Association (NYSOA) battery (modification to be discussed fully in the results section). 
The NCVF coordinates with school administrators, communities, and volunteers to 
conduct the screening. Results and recommendations to see an eye care professional are 
sent to both parents and educators. A distinctive aspect of the NCVF program is the 
effort to follow up on students who fail the screening, giving this particular screening 
protocol the potential to be both prescriptive and investigative.' To clarify: Studies to 
validate the screening and studies to determine the effect the screening has on academic 
performance can be done in an effort to better quantify costs, benefits, and improve the 
quality of screenings. 
The goal of this study is to analyze the community-based screening process that is 
currently used by the NCVF and compare it to other existing screening programs. To 
determine its success, we look to the tests, the administration of the tests, and costs, and 
compare/contrast these with the other major screening techniques in use. We will 
present what we feel are advantages, disadvantages, and suggestions for improvement 
and hopefully, greater success. 
Methods 
Retrospective data describing the results of the community-based school vision 
screening were collected from an on site-visit, interview, and e-mail correspondence with 
the NCVF screening coordinator. No additional testing of the children was performed for 
the purpose of this study. NCVF also provided literature regarding their foundation. No 
names or other identifying information was made available. 
The data received was compiled and organized for comparison and data analysis. 
Data from the 2003-2004 screening was incomplete so only a partial analysis was done. 
Referral rates were obtained from both the 2002-2003 and 2003-2004 data. A 
comparison of 2002-2003 screening failures to the prevalence of certain conditions and to 
screening failures of other studies was attempted. Information based on survey data was 
also of some value to outcome determination, providing insight into post-screening care. 
Results 
According to the NCVF coordinator, the Bend-LaPine School District is the only 
district in Oregon that has initiated a plan to incorporate mandatory vision screenings for 
all students. To implement this plan, a community based screening program was created. 
This program is a partnership between the school district and the National Children's 
Vision Foundation. The school and NCVF have an agreement that all second and fourth 
graders, as well as student referrals from other grade levels, will be screened. Children 
are only excluded from the screening at the parents' request. 
The main role of the school district is to provide program support. The school 
provides a location, helps with set up and clean up, and schedules the students 
accordingly. Both the school district and the NCVF utilize volunteers to help carry out 
the screening process. The school nurses and teachers make the referrals for students not 
scheduled for a screening that year. 
The NCVF volunteers are comprised of Lions Club members and retired 
association members, such as AARP. The volunteers are initially trained on site the day 
of the screening. They arrive at the screening site 20 minutes early and are trained for 
each station. Many volunteers participate in more than one screening and thus are only 
trained for their first screening. The NCVF coordinator monitors the entire screening, 
observing both the volunteers and children to ensure the tests are being performed 
properly and to guarantee the children make it through the entire circuit. 
Screening Set Up: 
The school initiates the screening process by contacting the NCVF. After 
contacting their volunteers, the NCVF takes the school provided class lists and creates 
score sheets with the student name, teacher name and grade, school name, date and age. 
School volunteers accompany the children in groups of 8 to 30 to the screening site, 
where seven stations are set up for the children to travel through. 
The screening battery used is a modified NYSOA. The seven (rather than nine) 
screening stations consist of (1) distance acuity, (2) hyperopia, (3) near acuity, (4) depth 
perception, (5) near point of convergence (NPC), (6) fusion at distance, near and vertical 
balance, and (7) eye tracking. NCVF removed the color test and visual-motor integration 
test (copy forms) from the battery because of time issues, the less imperative nature of 
color deficiency status, and the lack of accuracy with the copy forms test. New 
volunteers administer depth perception and near acuity tests; seasoned volunteers 
administer distance acuity, eye tracking, and fusion (done in a stereoscope) tests. 
It takes approximately 10 minutes for each child to complete the entire circuit. 
Each child carries his or her score sheet fi-om station to station as he or she rotates 
through and presents it to the NCVF coordinator, at station 5, upon completion. There is 
no specific order the child must follows when traveling from station to station with the 
exception that station five, must be completed last. Scoring is also modified: instead of 
P/F (passlfail) used by the NYSOA, the numbers 1 and 2 are used so the children will less 
likely be aware of their score. See appendix for test descriptions and criteria and a 
sample recording form. 
Each score sheet is individually scored by the NCVF coordinator, who then 
determines a pass or fail mark for each. Once the NCVF determines a child has failed the 
screening, the child is scheduled for a re-screen 3-4 weeks later. The NCVF coordinator 
herself administers this re-screen. If the child fails the re-screen, a packet is sent out to 
the parents detailing the results. This packet includes 4 items: a referral letter from the 
NCVF which gives information about the foundation and details of the screening 
program, a letter from the school summarizing the results of the screening, a copy of the 
screening report (score sheet) and a doctor exam reporting form that is to be given to the 
optometrist or ophthalmologist that performs the recommended comprehensive vision 
examination. See appendix for samples of each letter and the doctor form. 
Screening Follow-up: 
Step 1 : Parent notification. The parents are notified via mail from the school and 
the foundation as to the problems their child is having. They are provided with 
information about the foundation, details of the vision deficit and a form to bring with 
them to the doctor. Step2: Doctor form. The doctor form is intended to provide 
feedback to the Foundation as to the care the child received, the diagnosis of any 
impairment and what treatment was needed. It must be filled out by the doctor and sent 
back to the NCVF. This serves two purposes. First, it keeps the Foundation and school 
appraised of the care the child is receiving; and second, it is a good check for the 
screening process to determine its outcome value. Step 3: Teacher Form. About three to 
four months after the initial screening, a survey is sent out to all of the teachers. The 
teachers' task is to report if the child received any follow-up care, such as a 
comprehensive eye exam or vision therapy, and if they are wearing any correction. Any 
improvements in school performance are also reported. If the teacher is unsure of what 
follow up care the child received, or feels that they need additional care, the teacher can 
request that the Foundation contact the parents. The Foundation will then call the parents 
to discuss the screening results and the vision needs of the child. Figure 2 provides an 
overview of the entire process. 
Figure 2 Flowchart of NCVF screening process 
School contacts NCVF; both school and NCVF work together to coordinate screening; results are sent to 
parents and put in child's permanent file; parents will contact optometrist; optometrist will then send report 
to NCVF; teacher completes vision survey 2-3 months after screening and sends report to NCVF 
Data collected from screenings: 
2002-2003 
Total screened 1 974 
Total referred 395 20% failure rate 
2003-2004 
1696 
288 1 7% fuillrre rate 
Table 3 Vision Screening Program Statistics 
2002-2003 data from the thirteen public schools in the Bend-LaPine district. 
2003-2004 data from 1 lof the 13 public schools in the Bend-LaPine district. 
subtest failed ' no. 
distance VA 171 8.7% 
near VA 124 6.3% 
convergence 22 1.1% 
fusion 163 8.3% 
tracking 183 9.3% 
Table 4 2002-2003 Failures 
The number of Cailures exceeds the number referred because some children failed mare than one subrest. 
* Those failing the subtests for hyperopia and depth perception were not specified in the data provided. It 
is unknown if they were included in one of the other subtesls or just left out. 
teacher 
doctor 
Table 5 2002-2003 Survey return (of those referred) 
treatment resulting fromprofessional care... 
glasses only (total) 130 
new 109 
previous wearer or unspecified 21 
vision therapy 5 
vision therapy & glasses 6 
glasses not needed - .  22, 
no tx (ie, glasses or vision therapy) listed; unable to assume that neither was required 3 1 
Table 6 Follow-up information collected from teacher survey 2002-2003 
Discussion 
So, how does the NCVF screening stack up to other screening batteries? Table 7 
compares the components of three major specific screening batteries to the NCVF; 
namely, the Massachusetts Vision Test (MVT), the Modified Clinical Technique (MCT), 
and the New York State Optometric Association (NYSOA) Vision Screening Battery." 
Table 7 Comparison of several vision screening batteries 
! SpecTfic VisSn S c r e e X g  Batteries I . - -  - 
I 
MVT MCT M'YSOA INCVF 
Aeully 
- - 
Near Point X X , X 
Far Point X X X i I 
Accommodation 
Hypempla x x x X 
Sensory -Mob? Goordlnalion 
Convergence 
- 
X , x 
Fusion - Near X : X  
Far X I X 
Stereopsls x x 
Muscle Elalanm 
Verllcal X X 
Near X X X 
IX  
! x 
Far X X X ' X  
Eye Tracking X : X 
I lrisual-Motor Infenration X 
Olher Factors 
Color X 
, N e d  lor Highly Trained Spmialls! X I 
One major difference between the MCT and the others is that it incorporates 
retinoscopy and ophthalmoscopy, thus requiring an optometrist of ophthalmologist to be 
present. The others all utilize volunteers to administer the tests and to run the screening, 
making them more cost effective programs. Included as part of the NCVF screening 
program, but lacking in the others, is protocols for follow up care. Perhaps only a few, if 
any, other screening programs do this. 
An important issue to consider at this time is the validity of these different 
screening programs, including that of the NCVF. To establish the validity of a screening 
protocol, a full exam is required for each child who participated. This is needed to check 
reliability, specifically, to get measures of specificity and sensitivity. The validity of the 
MCT was established by the Orinda study, which also established it as the standard for 
school vision screening programs. The MCT was found to have a 96% sensitivity and a 
98% specificity.' In one study, the NYSOA was found to have 71.7% sensitivity and 
65% specificity.12 And, in another study the MVT, was found to have 65% sensitivity and 
68% specificity.16 At this time there has been no formal study done to assess the validity 
of the NCVF screening battery, which would allow us to make a direct comparison to the 
other programs. The NCVF screening battery however is just the NYSOA without the 
color and visual motor integration tests, which are considered a low priority by most eye 
care professionals. Thus, the NCVF sensitivity and specificity should be about the same 
as the NY SOA. 
A comparison of the NCVF failures (table 4) to the failures in the validation study 
of the NYSOA screening battery done by Liebennan et all2 may provide a hint as to the 
efficacy of this screening battery. This must be limited to the same subtests (table 8). 
The failures for near acuities are near identical. 
NCVF NYSOA validation study 
%fail %fail 
distance VA 8.7% 10.6% Snellen farpoint 
near VA 6.3% 6.4% Snellen nearpoint 
convergence 1.1% 4.6% Bell push up 
tracking 9.3% 22.6% NYSOA King-Devick 
Table 8 Comparison of sample subtest failures 
Data from the follow-up surveys provide us with some indication of the screening 
program's effectiveness as well (table 6). 
While the added follow up care is an excellent addition to the vision screening 
provided by the NCVF, several factors could be improved (see table 5). The return rate 
of the doctor follow up forms is only at 6%, which limits the validity of outcome 
assessment and leaves the teacher survey the only part of the follow up care intact, but 
there are additional issues with its validity as well. The teacher follow up forms are based 
upon personal observation and opinion. The teacher may also have little knowledge of the 
child's vision condition and how it can affect academic performance. A report from the 
doctor will be much more effective in clarifying the nature of a vision problem 
diagnosed, what treatment has been prescribed and how the teacher and parent can make 
sure vision is enhanced in the classroom. For example, glasses may be prescribed for 
specific distances or tasks but teachers are unaware of these parameters and, therefore, 
are not in a position to encourage the appropriate use of spectacles. 
Conclusions and Recommendations 
The NCVF screening was not set up with data analysis for research purposes in 
mind. The manner in which data is collected and compiled makes it difficult to analyze 
the results and assess the validity and effectiveness of the program.. However, there are 
some useful pieces of data that can be used to evaluate the efficacy of this screening 
process. The 78% teacher follow-up is excellent. From this we know that 35.7% of the 
children referred received glasses and or vision therapy. Given that the NCVF screening 
battery is just a modified NYSOA, its efficacy in detecting significant refractive and 
binocular vision conditions should be the same as the NYSOA. 
The NCVF screening is potentially very effective and valid and further study of 
its validity would be beneficial in further improving the vision screening process and 
delineating which screening protocols are most effective in terms of accuracy, cost, and 
effect upon school performance. Ultimately, it will be the children that benefit most fi-om 
an effective vision-screening program. 
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Appendix 
Test descriptions and criteria 
Recording Form 
Follow-up Forms 
NCVF letter 
School letter 
Doctor form 
Teacher survey 
The Classroom Vision Performance Screening 
hfod~$edfrom the NYSOA vision screening battety 
Test descriptia>ns and criteria 
1. Far Visual Acuity - Each eye is tested at 20 feet to identify the lowest line of 
letters that they can. Number "2" is marked if the acuity for either eye is 20140 or 
worse (higher number) or if there is a 2 line difference between the eyes (right eye 
20/20 and left eye 20/30). 
2. Hyperopia (farsightedness) - Each eye is tested at 20 feet with a +1.50 powered 
lens in fiont of the eye and asked to identify the lowest line of letters. Number 
"2'' is marked if they can see the same line as in Far Visual Acuity. If they can 
not see that line, they pass. 
3 .  Near Visual Acuity - Each eye is tested at 16 inches to identify the lowest line. 
Number "2" is marked if the acuity for either eye is 20140 or worse (higher 
number) or if there is a 2 line difference between the eyes (right eye 20/20 and left 
eye 20130). 
4. Depth Perception - The child is asked to look at some "wirt circles" with 
polarizing glasses on and identify which circle in each group is "jumping out". 
The score is recorded as the highest number correct out of 9. If they can only see 
the circle on #6 or lower, then mark "2". If they can see $8 but missed two of the 
earlier ones, they still could see #8 so they get "1". They must see #7 or higher to 
pass. 
5. Near Point of Convergence - The child is asked to follow a bead in towards 
their nose and indicate when it breaks into 2 beads. If the break is outside of 4 
inches fiom their nose, then mark "2". If the tester sees an eye turn out outside of 
4 inches it is also a "2". This test needs to be repeated at least twice, especially if 
they don't understand it. 
6. Fusion - This test is done in the "stereoscope". It test near and far ksion and 
vertical alignment. If the child sees 2 or 4 balls when looking at the hsion cards 
then it is a "2". This test must be done carefully, with full explanation and 
demonstration to the child. If they do not see three balls, ask them if they can pull 
them into three balls. If on the vertical card lhe yellow line is not touching or at 
least pointing towards the red ball, mark "2". This test also needs to be repeated 
if they do not understand or get it the first time. 
7. Tracking - The child is timed while calling out numbers across a page. Ifthe 
child is 6 years old, only do the frst test. The times are added up and cornpared 
to the norms for their age. Mark "2" if their time is greater than the norm + the 
standard deviation. lfthe child is over by 10 seconds or less, a failure is only 
made ifthe child is also having trouble with reading. 
Age 6: test 1 only: 41.08 sec 1 error 
Age 7: total: 126.05 sec 12 errors 
Age 8: total: 106.48 sec 4 errors 
Age 9: total: 99.47 sec 3 errors 
Age 10:total: 94.49 sec 2 errors 
Errors are counted as any missed (not mis-read) numbers or missed lines. 
VISION SCREENING REPORT 
Based on the NYSOA Vision Screenirrg Batter? 
Please >ate: This is 5 vision screening peribrmed by the National Children's Vision Foundation and voluntze:s, and does not 
take rhe place o f a  comprehensive eye exmination. It should detect obvious vision problems. It does not derec, eye health 
problems a d  the person adminisrering it is no[ responsible h r  failure LO detsq eye h d t h  problems. A cornprzhensive diiarca :dye 
exam is recommended if there is any indication of decreased performance on any of the skills screened below. Prescriptions for 
c:y.;eglassrs or contacc lenses can only be given from a comprehensive exam. 
School: Date: 
Child's Name: Age: - Grade: - 
Terlcher: Gender: M F Glasses: Y N 
1 Far Visual Acuity: 
Right Eye: 
Left Eye: 
("2" if 20140 or worse in either eye 
or 2 line difference between eyes) 
2 Hyperopia: +1.50 lens 
Right Eye: 112  
Left Eye: 112  
("2" if can read the line they 
could read in test #1) 
3- Near Visual Acuity: 
Right Eye: 
Left Eye: 
(''2" if 20140 or worse 
or 2 line difference between eyes) 
4 Depth Perception: 1 9 112  
("2" if 6 or less) 
6 Fusion at near: 112 
(''2" if 2 or 4 balls) 
Fcsio.n, at distance: ! 12 
('2" if 2 or 4 balls) 
Vertical Imbalance: 1 1 2 
('2" if line not through circle) 
7 Eye Tracking: 
King Devick: Time Errors 
Test I 
Test III 
Total 
Age: 1 / 2  
("2" if when norm + o;le SD is 
exceeded) 
5 Near Point of Convergence: 1 1 2  
('2'' if break greater than 4 inches) 
Results: 
[ I  IJnsatisfactcv pe:fcrmance go:ed on one or more of the above visr~al tasks. 
[I Satisfactory performance was noted on all skills screened. 
Bend-Ida Pine Pul~lic Schools 
520 NW Wall Street 
Bend, Oregon 97701-2699 
(541) 383-6000 
Date 
To the Parents or Guardians of 
Your child recently participated in a Classroo~n Vision Performance Screening. Visual 
skills such as tracking, fusion and near vision that have been identified as critical skills 
necessary f ~ r  efficien~ reading an$ gerleral classroom perfomance were screened. Lack 
of these skills m2y lead to frustration in the learning environment and sometimes to 
disinterest in school. Early identification and treatment of these problems has been 
shown to increase the academic success of the students in the school setting. 
Results kern your child's scrsening indicate that he/she may have dificulty with: 
Visual3 Acuity - This relates to the need f ~ r  glasses to see clezrly to campemate 
h r  sea--sightednrss, far-sightedness or asti,matism. 
Convergence - This relates to doubie vision when looking up close. 
-1 Fzsion - inis relates to "eye teaming", the abilit); of the two eyes to work 
together in acquiring visual informs~tion. 
Tracking - This relate to how the eyes to move across the written page and take 
in inl'ormation efGciently and correctly. 
This Classroom Vision Performance Screening indicates that a near vision performance, 
andlor visual acuity problem may be present. It is recommended that your child have an 
examination that would evaluate eye health and refractive (visual acuiry) needs and 
make a detailed analysis of the visual performance skills. Please bring this letter with 
you to your doctor's office at the time of your child's examination and ask for the above 
skills to be tested thoroughly. If your child is already under care of sn eye doctor, you 
may wish to bring this to their atteation. 
Please corztuct yotir .rclzoolS F-lX coordinciiur Jur j i~ ther  tnforrtlution arzd ussistcmce. Tlze Benri- Lu 
Pine S'cl?ooZ District is not 1.espon.yible for exun-li17citiol7 or treatnzent fees. TJzis scree17ing was 
pel;fbrmed 1 3 ~ )  voizlnteers in the covzr?zuniy LIYICJ dues not take the pl~tce 0 f i 2  comprehensive eye 
excrn?inrrrion. MI prescr2'prionJbr +~egIasses can he gi1il.e:~ hcrsed on rhe irzzumatzo/z collected u17cl f i e  
Yo /z ln f~ l "  .;.c7-ee!?ers crre not r.es-?x~nsih/e, f br ':;b/se ;~{jen.rlls ".
Building Usage 383-6062/Business Office 383-6040/Co1nm~1nicatiol1s 383-6004/Curriculum 383-6021/Nutrition Services 3S3-6090 
Human Resources 383-60 I O/Special Programs 3 83-605 lisuperintendent & Assistant Superintendent 383-6000 
Maintenance 3 S3-6060/Purchasing 3 83-6 1 1 O/Transportation 3 83-6 100/La Pine Transportation 536-3222 
Children's Vision 
Dear Parent or Guardian: 
The National Children's Vision Foundation (NCVF) and volunteers under the direction 
of the NCVF will be conducting vision screenings on all second and fourth graders in the 
Bend-LaPine school district as well as individual student referrals. This screening was 
added to the school district strategic plan in 2001 as an important tool to help increase 
shdefit's o~crall  classroom perfirmiince. 
Vision Performance Screenings 
We are starting our third year and would like to take this opportunity to explain the 
program in more detail, These screenings will be ongoing fiom October to February. It 
checks for near and distance acuity, convergence, fusion, depth, and tracking. Each of 
these skills can have a significant effect on a child's ability to leani and stay interested in 
school. 
Please review the vision screening report to see how your child performed in each ofthe 
skills they were tested for. When one or more of these skills have been determined by the 
NCVF to be unsatisfactory as revealed by the screening process, we recommend that the 
studeat visits iin eye care pr~fessi~rizl ss soot as pssible. (As with ar;y screer ig  it is 
possible for a child to perform poorly on any area for a variety of reasons. Although we 
have developed a method to verify the results, it is important that you understand that 
"false positives" can occur.) 
All eye examinations are'designed to test vision and eye health. Some are also designed 
to test for the skills identified in our screening. When making your appointment, ask 
whether tests for each visual skill that has been indicated on the vision screening report 
will be evaluated. If you have any questions or concerns, please call me at 330- 100 1. 
Remember, simply achieving a 26/20 score (visual acuity) does not mean in any way that 
your child's eyesight is necessarily suitable for the challenges of student learning. 
Sincerely, 
, . - -..:I .. /I- ,.:' &J&! .;/J -.- /',/ &/,y 
idlie Bibler 
NCVF Screening Coordinator 
2491 NE Twin Knolls 
Bend ,  OR 9 7 7 0 1  
de ?$, U h l l O N . * . . 1  
a. 
children's Vision 
Phone 541-330-1001 
Fax 541-318-9395 
F 3 ; '1 i: r i .:> '.I 
VISION EXAMINATION REPORTING FORM 
Doctor, 
We would appreciate if you could take the time to complete this form and fax it to our office at 541-318-9395, 
aftcr you have examined the student. This information will allow us to verify our screening results for future 
screenings. 
Examining Doctor Date 
Student Name - Grade Level 
School Name 
Test Results: 
Prescription Needed for: circle one Distance Near Always 
Stereopsis: Test Used: 
Binocular Stability: Test Used: 
Convergence: 
Color Vision: 
Oculomotility: Pursuits: Test Used: 
~adcades: Test Used: 
Dilated Fundus Examination: circle one yes no 
Cycloplegic Refraction: circle one yes no 
Eye Health Conditions: 
Special Lighting or Working Conditions: 
Special Recommendations: 
Do you recommend vision therapy for this child? circle one yes no 
Has this child undergone or is currently receiving vision therapy? circle one yes no 
As the parent/guardian of Igive authorization fDr this 
' information to be shared with N W  
Signature 
Vision Follow UD Survev 
Teachers, 
As this school year draws to an end we, at the National Children's Vision 
Foundation (NCVF), are interested in knowing how many of the Bend-LaPine 
school district students who were referred out by the Foundation actually 
followed through with a professional exam. We would appreciate having you take 
a minute to answer a few questions regarding the below student, and return this 
form to your school office. This information is important for the continuation of 
the vision screening program, which we hope has been helpful to you and your 
students. 
Thanks for your help!! 
Student 
Teacher 
Referred for: Acuity__ Convergence- 
Fusion- Tracking 
Has had a professional exam? Yes No___ Don't know 
Has new glasses? Yes No___ 
Is having vision therapy? Yes No- 
Have you noticed any improvement in the student? Yes No 
Any comments? 
I f  you would like for the NCVF to do a follow up with the student's family, please 
f i l l  out the space below. 
Parents name: 
Address: 
Phone number: 
The future is in sisht!! 
